The author states that ''arthroscopy appears to be the most effective procedure for lesions smaller than 1 cm 2 '', refering to articles in which no distinction is made between lesion size and outcome [2] [3] [4] [5] . Furthermore, the author states that ''larger lesions (> 1 cm) should be filled, either with cancellous bone or with an osteochondral graft or using autogenous chondrocyte implantation''. We disagree with the author concerning the cutoff point of 1 cm 2 . Zengerink et al. [6] , in 2010, reported in a systematic review of treatment strategies for osteochondral talar lesions, a mean success rate of 85% after debridement and bone marrow stimulation including lesions up to 1.5 cm in size. For autogenous chondrocyte implantationt, cancellous bone graft, and osteochondral graft for large lesions, a mean succes rate of 76%, 61%, and 87% was reported, respectively [6] . In different current concepts reviews [7] [8] [9] , debridement and bone marrow stimulation is recommended for primary lesions with a diameter less than 1.5 cm or a surface area less than 1.5 cm [10] . A cancellous bone graft, osteochondral graft or autogenous chondrocyte implantation is recommended for secondary lesions or lesions with a diameter greater than 1.5 cm. Han et al. [11] , in 2006, confirmed that good clinical and radiographic results are obtained after arthroscopic debridement and bone marrow stimulation for lesions up to 1.5 cm in size, also in the presence of sub- [12] .
Looking at the currently best available evidence [6, [10] [11] [12] , it is clear that treatment with debridement and bone marrow stimulation for isolated talar lesions is the primary treatment of choice for lesions of up to 15 mm in diameter. At this time, alternative treatment options are mainly indicated for secondary and large lesions. Their effectiveness needs to be evaluated in larger series with long-term results.
